Gastric cancer remains the second leading cause of cancer mortality in the world, although the overall incidence is gradually declining.
With more detailed insights, type 0 was further classified into EGC as follows; EGC type I (elevated), EGC type II (flat, a, b, c), and EGC type III (excavated) based on endoscopic morphology by Japanese Society of Gastrointestinal Endoscopy.
Since bare-eye gastroscopic classification was imposed for gastric cancer, the accuracy of preoperative diagnosis of EGCs is limited, 5.9% to 22.2% of cases of clinically diagnosed EGCs are actually AGCs. [5] [6] [7] [8] The endoscopic distinction between early and early-like advanced cancers was correctly made in 83.6% of the cases. 9 Misdiagnosed AGCs frequently have a macroscopic appearance like EGC, can be recognized as a subgroup of cancer, namely EGC-like AGC or AGC simulating EGCs. They showed different behavior as compared to conventional EGC or AGC. Most of these particular carcinomas were of the depressed type and frequently related to ulcer on gross inspection. Histologically, the tumors were of diffuse type in 60%, and the rate of the carcinomas restricted to within the muscularis propria was 48%. Some authors divided these particular cancers into four groups; small invasion type (type A) and ulcer-connected type (type B) having small percentage of lymph node metastasis and a good prognosis, whereas vessel permeation type (type C), and diffusely infiltrative type (type D), showing a high percentage and a poor prognosis accompanied with high-DNA ploidy. 10 The 5-year survival rate was favorable, 73% to 82.6%, in EGC-like AGC group, and about 60% in Bormann' s criteria group. 11 Sun et al. 12 reported these EGC-like AGC have lymph node metastasis restricted to the perigastric lymph nodes and lymph nodes at stations of 7, 8a, and 9 for which cases gastrectomy with limited lymphadenectomy was sufficient.
In an article published in the Clinical Endoscopy, Park et al. 13 analyzed and characterized the EGC-like AGC and AGC like EGC in detail. Several limitations of this study should be considered. Since the study was retrospective study, there might be high selection bias. Furthermore, the number of study subject was small, AGC like EGC was only 14 and EGC-like AGC was 25. Therefore, the analysis of mucin phenotype or microsatellite instability could not reach statistical significance. Moreover, as the authors mentioned in discussion, they did not apply endoscopic ultrasonography (EUS), magnifying endoscopy, or narrow band image which may helpful for further accurate assessment of tumor depth. In a study of EGC, high-frequency EUS was found to have 90% accuracy for differentiating between mucosal and submucosal tumor invasion 14 and magnifying endoscopy with narrow band image accurately predicted depth of invasion in 95%. 15 Also, there was no information about patients prognosis, difference of lymph node metastasis. The authors just compare EGC-like AGC with AGC-like EGC, and they did not compare to Bormann's type AGC. Also, only one examiner determined macroscopic classification. Despite of those limitations, the study confirmed that AGC-like EGC and EGC-like AGC were different in clinical feature, and when evaluating the depth of a gastric cancer, more care should be taken not to underestimate measurements in proximal gastric cancers. Importantly, care should be taken not to overestimate measurements the cancers locating in stomach antrum. Though looking similar, they imparts quite different clinical impacts in spite of looking alike on endoscopy. Though looking similar, but behave quite differently in gastric cancer.
